Atrial fibrillation is the most frequent arrhythmia in the general population and is not only associated with significant morbidity and mortality but it also adversely impacts quality of life. 1 Prevalence of atrial fibrillation is steadily rising in developed countries and is expected to increase nearly three-fold within the next three decades. Lifestyle and comorbidities play a fundamental role in this phenomenon. Obesity has emerged as an independent and modifiable risk factor for atrial fibrillation, and it has been estimated that 20% of atrial fibrillation cases could be attributed to overweight. 2 In the same way, sedentary lifestyle is associated with increased probability of developing atrial fibrillation, and modest or moderate physical activity could prevent new atrial fibrillation episodes. 3 Current atrial fibrillation therapy aiming to control atrial fibrillation related symptoms is mainly based on antiarrhythmic drugs and catheter ablation of the pulmonary veins. Despite a well-established association between atrial fibrillation and classic cardiovascular risk factors, lifestyle modification and control of comorbidities actually play only a secondary role in the treatment of patients with atrial fibrillation as well as in the research for new treatment strategies. However, in recent years there has been a rise in interest in how lifestyle modifications could impact outcomes in these patients and evidence is growing. Pathak and colleagues offered risk factor management and participation in a tailored exercise programme to 308 obese patients with atrial fibrillation. 4 They showed how cardiorespiratory fitness reduces arrhythmia recurrences in this population. Moreover, the protective effect of fitness independently augmented the beneficial effects of weight loss. As well, increased leisure time physical activity has shown to protect against atrial fibrillation even in normal weight patients. Malmo and colleagues randomized patients with symptomatic non-permanent atrial fibrillation, most of them initially referred for pulmonary vein ablation, to aerobic interval training versus continuing regular exercise habits. 5 After 12 weeks, the atrial fibrillation burden rose in the control group whereas it significantly decreased in the exercise-training group. However, the potential benefit of combining an exercise-training programme with catheter ablation as part of the standard treatment for symptomatic atrial fibrillation patients has not been studied in depth yet.
The current issue of European Journal of Preventive Cardiology publishes an interesting study from Kato and colleagues including 61 patients who underwent catheter ablation for persistent atrial fibrillation. 6 The authors randomized patients to catheter ablation alone versus catheter ablation plus a cardiac rehabilitation programme that included endurance and resistance training at least three times per week. After six months, patients who underwent exercise training significantly improved exercise capacity compared with the control group and significantly improved their systemic inflammatory status. Moreover, there was an improvement in echocardiography parameters in those patients randomized to cardiac rehabilitation. At the end of the follow-up no differences were found in the arrhythmia recurrence rate between groups. The authors conclude that exercise training had positive effects on cardiac function without any deleterious pro-arrhythmic effect in patients with persistent atrial fibrillation who underwent catheter ablation. These results represent a further step in the right direction, integration of lifestyle modification and risk factor management with catheter ablation or optimal medical therapy, looking for a multidisciplinary approach for atrial fibrillation treatment.
However, further evidence is still needed. The benefit of endurance and resistance training on cardiac function and inflammatory status is already recognized and has been described in depth in other populations, such as heart failure or ischaemic patients. 7 This benefit could also be expected in patients with symptomatic atrial fibrillation. On the contrary, the effect of endurance exercise on atrial fibrillation burden is more discussed. It is well known that performing long-lasting moderate to vigorous endurance-based sport activities is associated with lower cardiovascular disease and reduced all-cause mortality, 8 but atrial fibrillation incidence seems to have a U-shaped relationship with the level of physical activity. Long-lasting vigorous exercise would have a pro-arrhythmic effect. It was reported that elite athletes have higher atrial fibrillation prevalence than the general population. On the other hand, moderate physical activity prevents atrial fibrillation. The Cardiovascular Health Study showed that moderate exercise reduces atrial fibrillation incidence compared with inactivity. 9 In this line, the current European consensus for atrial fibrillation prevention 10 recommends daily moderate exercise as part of the lifestyle modification for reducing the risk of atrial fibrillation. Lowering heart rate and blood pressure as well as improving metabolic and systemic inflammation status were suggested as the main mechanisms through which exercise decreases atrial fibrillation episodes. The results of the study by Kato and colleagues provide evidence that a six-month endurance and resistance training programme do not increase atrial fibrillation recurrences after catheter ablation. Still, we must look forwards. It is possible that combining cardiac rehabilitation programmes with pulmonary vein ablation further reduces arrhythmia recurrences in the long-term due to the protective effect of moderate exercise. Further studies with enough statistical power are needed to elucidate effectiveness of this multidisciplinary approach. Until then, lifestyle modification and risk factor control programmes should be part of our routine approach for atrial fibrillation patients. Patient care should not stop after catheter ablation.
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